in the left ear. Soon afterwards discharge began and has continued. He has some pain in the ear and slight tinnitus.
DR. FAWCETT has kindly allowed me to bring forward these notes on a case which was under his care in Guy's Hospital.
Nurse P., aged 24, had a mild attack of German measles on March 7, 1916; she was apparently well in about a week, except for severe rhinitis. On March 16 she was walking in the hospital grounds when she felt sick and vomited. She had vertigo and vomited several times on March 16, 17, 18, and 19 , and was quite unable to take any food at all. At the request of Dr. Fawcett I saw her on March 20. She lay in bed with her eyes closed, and through the lids the eyeballs could be seen moving. She felt very giddy, complained that objects moved from left to right and that she herself felt as if she were moving. There was marked vertical nystagmus with deviation of the eyes upwards and the quick movements of the eyes downwards.
Examination of the ears showed a little wax in the right, but a normal membrane with ? slight retraction; on the left side the membrane was a little pink in its posterior part. There was no mental clouding; she resented being turned over for examination as it made her more giddy. She retched frequently. The optic disks were normal.
Mr. Sydney Scott kindly saw her with me, and the following points were noted: The patient heard a whisper at least 8 ft. from either ear; the appreciation of low tones was normal (sixteen vibrations per second being heard). Rinne's test was positive, and the upper tone limit normal (monochord 14'5 cm.). There was no pain in the ears and she had had none. The patient yawned frequently; knee-jerks were very brisk, Achilles jerks normal, plantar reflexes flexor; abdominal reflexes present and a well-marked white tache; there was slight impairment of movements of pronation and supination of the right forearm compared with the left. There was a pointing error in the vertical plane, the arm passed much too far upwards, especially on. the right side; in the horizontal plane the finger fell below the starting point on both sides, but perhaps this was due to lack of effort on the part of the patient. Lumbar puncture showed the fluid to be under very decidedly increased pressure, and one and a half test-tubes were drawn off; the fluid was clear and normial. It was not considered wise to apply the caloric tests on account of the vertigo already present.
Dr. James Taylor also saw the patient. No definite diagnosis was arrived at, but it was agreed that the condition was due to some cerebellar irritation of unknown origin. Potassium bromide was given per rectum. The patient could only take small amounts of lemonade and peptonized milk for the next two or three days. * On March 24 objects still seemed to move from left to right. Vertical nystagmus was still present, combined with lateral nystagmus to the left when looking to the left. There was no vomiting.
March 27: Patient was much better; lateral nystagmus to the right. March 28: Nystagmus was now right rotatory on looking to the right, but lateral when looking to the left; no vertigo; rhinitis considerable.
The patient continued to improve, and by April 12 could sit up, though this made her feel somewhat giddy; there was then slight vertical and right rotatory nystagmus. After that the patient made a perfect recovery and she is now back at work.
